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It appears from the considerable literature on the subject that there is abundant collateral evidence on liver damage in hyperthyroidism both from autopsy material and from animal experiments. A more recent review bv Lichtmann (1941) takes a similar view and instances three papers showing liver damage in about 50% of thyrotoxic patients by methods which were independent of absorption. These were the intravenous phenoltetrachlorphthalein and bromsulphthalein tests and the Takata-Ara reaction. Haines, Magath and Power (1941) have also shown hepatic impairment by the intravenous hippuric acid test in 5 out of 6 patients. Therefore, there appears to be little doubt that liver damage does occur in a large proportion of cases of Graves' disease, but it is uncertain to what extent the increased absorption rate contributes to the results of tests done by oral methods. SUMMARY (1) A new modificatiop of the galactose tolerance test in which blood galactose is estimated at half-hourly intervals after oral administration of the sugar has been performed on 24 patients with obstructive jaundice, and on 24 with toxic jaundice. The results confirm the suggestion previously made that the test is of some value in distinguishing these two conditions, provided that due attention is paid to the duration of the jaundice and to the shape of the blood galactose curve. The method appears to be reliable during the first three weeks, and may give useful information up to eight weeks from the commencement of jaundice.
(2) 17 cases of common infective jaundice (catarrhal jaundice) were included in the toxic group. All of these showed impairment of glvcogenic function, suggesting that the jaundice was due to hepatic necrosis and not to biliary obstruction.
(3) The significance of the impaired galactose tolerance which is characteristic of Graves' disease is briefly discussed.
IN 1935
McGinn and White showed that after massive pulmonary embolism there may be electrocardiographic changes somewhat resembling those of posterior cardiac infarction, with which pulmonary embolism may be confused clinically. They believed that these changes were the result of acute right ventricular strain, and later investigators, particularly Wood (1939) , paying special attention to the chest leads, showed that the cardiograms after pulmonary embolism closely resemble those of acute cor pulmonale from other causes. It seems likely from both clinical and experimental evidence that the mechanical obstruction to the pulmonary circulation in embolism is responsible for the failure of the right ventricle, although some workers postulate reflex changes in the coronary arteries as playing a major part in its causation.
The characteristic electrocardiographic pattern of acute cor pulmonale is now well recognized, and the main features may be'summarized as follows ( fig. 1 ). In the limb leads, voltage may be low, and an S wave develops in Lead I. In Lead III the Q wave is well marked, and there is inversion of the T wave with upward bowing of the RS-T interval. The RS-T interval may be depressed below the iso-electric line in Leads I and II, but the T waves remain upright in these leads, although they may be of low voltage. The most striking change, however, is in the chest leads, in which the T wave becomes sharply inverted, being most obvious in the right pectoralright arm lead, and least marked in Lead IV-R. The changes may appear within an hour of the occurrence of the embolism, and it has been shown that they may persist for weeks. It seemed of interest, therefore, to determine whether the sudden occlusion of one main branch of the pulmonary artery in man was or was not accompanied by clinical evidence of right heart strain and the cardiogram of acute cor pulmonale.
COURSE OF THE INVESTIGATION
I began by electrocardiographing five patients who were subjected to lobectomy for bronchiectasis. In four cases one lobe was removed, and in the remaining patient both the lower and middle lobes on the right side. The cardiograms after operation differed in no way from those taken before, and I thereafter turned my attention solely to cases of pneumonectomy.
Cardiograms have been taken of seven patients who have undergone pneumonectomy, two young men aged 26 and 32 for bronchiectasis, and five older men whose ages ranged from 48 to 59 for carcinoma of the lung. One patient developed signs of pericarditis within a few hours of the operation and died from a pyopericardium. The pericarditis so confused the electrocardiogram by superimposing its own pattern that I have excluded this case from my series.
A clinical examination was carried out oni each of the remaining six men before operation, and revealed no evidence of cardiovascular disease; all the patients seemed good operative risks. In every case but one, cardiograms were taken before operation and then at varying intervals after the pulmonarv artery had been tied. These intervals varied with different patients. In two, tracings wvere obtained from the limb leads, with the patients on the operating table, a few seconds before, and perhaps half a minute after the pulmonary arterv was occluded. All patients had a cardiogram taken within twentyfour hours of the operation, and most of them within twelve hours, and then tracings were taken at varying times, the latest being a fortnight after operation in one patient. accord with much experimental work on dogs and other animals......
One knows that pulmonary emboli shown at post-mortem examination to be quite small, although sometimes multiple, may cause right heart failure and death, and the problem still remains whether the failure in such cases is the result of a reflex acting through the coronary arteries, or whether it is due to the myocardium, previously damaged, finding the occlusion of even a small branch of the pulmonary artery too great a mechanical strain.
In only one case were any cardiographic changes found at all after operation, but these have a certain interest in comparison with tracings taken from a case of pulmonary embolism.
A man, F. H., aged 32, was submitted to pneumonectomy for bronchiectasis of the left lung. Unfortunately, this was the one case of whom cardiograms were not taken before operation. Six hours after pneumonectomy his electrocardiogram showed the RS-T interval in the chest leads to be markedly raised and slightly so in the limb leads (fig. 2) , and this persisted for four days when the last tracing was taken. At this time the other lung seemed normal, and there were no abnormal signs in the cardiovascular system; lug Hi cadorm may bezjgl copae wit tha of ante ptient, a woa, who111I1tE sufee. a large pulm.onary embol.u whil..st recverng.roma.
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precarious state one week after the embolus. Hence the value of the cardiogram in pulmonary embolism would appear to be much less than one had hoped, although it still retains, of course, the original value attributed to it in distinguishing pulmonary embolism from posterior cardiac infarction.
